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Article 8

PHYSICIAN'S ROLE AS HEALER:
AMERICAN MEDICAL ASSOCIATION'S
OPPOSITION TO PHYSICIAN-ASSISTED
SUICIDE
DR. LONNIE BRISTOW*

There is a great deal of concern in this nation about the issue
of physician-assisted suicide. It is important, in fact, incumbent
upon the American Medical Association to spell out its position
on this important issue. Just what is our position?
Simply put, we oppose it.1 We believe that physician-assisted
suicide is unethical. 2 It is fundamentally inconsistent with the
pledge that physicians make to devote themselves to healing and
to life. 3 We believe laws sanctioning physician-assisted suicide
serve to undermine the foundation of the patient-physician relationship, which is grounded in the patient's trust that the physi" Dr. Lonnie Bristow is an internist from San Pablo, California, who served as President of the American Medical Association from 1995 through 1996. Dr. Bristow was appointed by President Clinton in 1996 to serve as the Chair of the Board of Regents of the
Uniform Services University of Health Sciences. Dr. Bristow currently serves as a reviewer for the Journal of the American Medical Association. He also writes and lectures
extensively on ethical issues relating to medicine.
1 See AMA CODE OF ETHICS § 2.211 (stating opposition to physician-assisted suicide);
see also Laura Trenaman-Molin, Physician Assisted Suicide: Should Texas Be Different,
33 Hous. L. REV. 1475, 1487-88 (1997) (citing AMA Code of Ethics § 2.211) (noting that
"physician assisted suicide is fundamentally incompatible with the physician's role as
healer"); Michael Schuster, Health Care Decision-Making TrainingModule, in ELDER L.
INST. 1996, at 129, 412 (PLI Tax L. & Est. Planning Course Handbook Series No. 246,
1996) (advocating AMA position that physician-assisted suicide is unethical and better
alternative is for physicians to aggressively provide compassionate end-of-life treatment).
2 See Larry B. Stammer, Reactions Strong and Divided, L.A. TIMES, Mar. 7, 1997, at
Al (reiterating their opposition to physician-assisted suicide, AMA spokesperson stated:
"We would stand by our stance that it would be unethical for a physician to participate in
an assisted suicide, which would be the active killing of a patient").
3 See Compassion in Dying v. Washington, 79 F.3d 790, 855 (9th Cir. 1996) (Baezer,
J., dissenting) (stating "physician-assisted suicide is fundamentally incompatible with
the physician's role as healer, would be difficult or impossible to control, and would pose
serious societal risks"), rev'd sub nom., Washington v. Glucksberg, 117 S. Ct. 2293 (1997);
John Glasson, M.D., Report of the Council on Ethical and JudicialAffairs of the American Medical Association, 10 ISSUES L. & MED. 91, 93 (1994) (explaining how Hippocratic
Oath prohibits physicians from prescribing or administering lethal drugs).
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cian is working wholeheartedly for the patient's health and welfare.
Some people, of course, will question why the AMA has any
stance on this issue. After all, is it not simply a legal issue?
Physician-assisted suicide is every bit as much an ethical issue
4
as it is a legal one.
Let me explain why we take a stand on this issue. Everyone in
this room has heard of the Hippocratic oath. 5 Yet, people question the relevance, in today's society, of an oath created twentyfour centuries ago. It is very important to understand why the
Hippocratic oath is set aside as a demarcation from all of the
pronouncements and utterances that physicians made for the
eight millennia prior to it.
It is because Hippocrates tacitly acknowledged that there are
three times when a patient is incredibly vulnerable during the
interaction the patient has with the physician. First is when a
physician asks that patient to provide information about their
circumstances, which may be very personal, in order to arrive at
a proper diagnosis of the patient's health. The second is when
physician asks a patient to submit to an examination-the
physical examination-in order to arrive at a diagnosis. And a
third point is when physicians prescribe a course of treatment,
either medication or surgical therapy.
In all three circumstances patients are incredibly vulnerable to
the physician. What Hippocrates said was this: I swear that I
will never take advantage of the vulnerable patient. 6 I will keep
all that is said in secret and confidence. 7 I will never, ever seduce
a patient 8 and I will never give a deadly medicine or treatment
4 See DAN W. BROcK, LIFE AND DEATH 164-66 (1993) (discussing ethical and legal
concerns); see also James Rachels, Active and Passive Euthanasia,292 NEW ENG. J. MED.
78, 80 (1975) (explaining how ethical considerations are being altered to adhere to legal
conclusions).
5 See LUDWIG EDELSTEIN, THE HIPPOCRATIC OATH:

TEXT, TRANSLATION

AND IN-

TERPRETATION 2-3 (1943) (setting forth text of Oath in Greek and its translation in Eng-

lish).
6 See id. The Oath states that "I will keep [my patients] from harm and injustice."
Id.; see also People v. Kevorkian, 527 N.W.2d 714, 731 n.50 (Mich. 1994). The court notes
that physician-assisted suicide has "traditionally been regarded as contrary to the Hippocratic Oath." Id.
7 See Edelstein, supra note 5, at 3. The Oath reads: "What I may see or hear in the
course of the treatment ... I will keep to myself ... "Id.

8 See id. "[I will remain] free of all intentional injustice, of all mischief and in particular of sexual relations with both female and male persons." Id.
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deliberately, even if asked. 9
The American Medical Association believes this has served as
the foundation, a tri-partite foundation, for the trust that has
existed between patients and doctors for the past twenty-four
centuries. That foundation is, in fact, a social contract.10
Illustration of the importance of this trust can be found in a
story about Alexander the Great. Alexander, as you know, conquered the then known world. History tells us that, as he was
crossing Asia Minor on his way to engage Darius and the Persians, he fell ill. Since he was accompanied by his entire army,
he had a full company of doctors to attend to his needs and those
of his army.
But as it turned out, virtually all of those doctors wete frightened to death at the possibility of being asked to attend to Alexander-they feared that if their remedies proved inadequate and
Alexander were to die, they believed that the generals would kill
them. Now, you talk about malpractice concerns!
Well, all of the doctors were afraid except one. A young man
named Philip. Philip had treated Alexander before and believed
he had a relationship with him. Therefore, he went to the King,
examined him, and arrived at a diagnosis. Philip then went to
his tent to compound some medication for Alexander.
Well, while he was gone someone slipped a note to Alexander
that read: "Do not trust Philip, he is in the employ of Darius, and
he will try to poison you." Well, Alexander folded the note up
and put it underneath his pillow. A few moments later, Philip
walked in, pouring from one goblet to the other the medication
he prepared for Alexander. Alexander took the goblet and gave
Philip the note.
Philip read the note and, of course, was struck with consternation. He fell on his knees and said: "Oh, King, I don't know
why anyone would say such a thing. There is no truth to it. I
certainly am loyal to you." Whereupon Alexander took the goblet, drained it, put his hand on Philip's shoulder and said: "You
are my physician in whom I have complete trust."
9 See id. "I will neither give a deadly drug to anybody if asked for it, nor will I make a
suggestion to this effect." Id.; see also AMA CODE OF ETHICS § 2.211. The Code states that
"physician assisted suicide is fundamentally incompatible with a physician's role as
healer." Id.
10 See Edelstein, supra note 5, at 60-64 (discussing evolution and free-will social acceptance of Oath).
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History tells us that three days later Alexander was well
enough to resume leading his armies. He eventually crossed
Asia Minor and soundly whipped Darius and the Persians.
The importance of this story is to illustrate the value of the
trust that exists between patients and doctors. Every time a
doctor writes a prescription most patients do not know what it
contains or how appropriate it is for the health condition that
they may have. Every time an operation is recommended, most
patients have not checked out the operating room or all the individuals who work there.
Instead, they rely upon their trust for their physician. The
AMA feels that such trust is founded on that tri-partite commitment that I mentioned earlier. Now, having said that, we as the
AMA also will say quite frankly that we listen to and we care
about what the public is saying. It is not enough to simply come
up with a well founded ethical, moral position about what is
right and wrong in terms of what a physician does.
We understand and recognize the concern that the public is
expressing to us 1 1 and we intend to address that forthrightly.
But we intend to address it in the way that we believe a profession should. We acknowledge that people are fearful of the possibility of pain that is not being treated properly. We acknowledge that people are fearful of the possibility of losing dignity, of
the possibility of losing control, of being able to say it is
enough-I do not want anymore care. We are acknowledging
that people are fearful of losing the ability to decide whether to
be a further burden on their family or loved ones. When people
do request physician-assisted suicide if you take the time to inquire what it is they really are concerned about, almost invariably they do so for a definable cause which can be addressed.
Now, as a nation and as a profession we have done a great deal
for the beginning of life. 12 We have well baby care; prenatal care;
11 See Marilyn H. Karfeld, When I Die: Should Doctors Be Allowed to Help a Patient
Die?, CLEV. JEWISH NEWS, June 6, 1997, at 14, available in 1997 WL 11589647 (weighing
public's fear of detrimental effect of making physician-assisted suicide public policy with
benefits of terminating end of life suffering); Kevin M. McCarthy, Broadway Revisited!,
70 N.Y.ST. B.J. 10, 11 (1998) (noting New York's legislative Task Force's response to
public concern for physician-assisted suicide reflects country's lack of adequate end of life
care); see also Conning the IADC Newsletters, 64 DEF. COUNS. J. 630, 642 (1997)
(discussing how "society's revulsion against suicide" has matured into demand for personal control over quality of life).
12 See PAUL D. SIMMONS, BIRTH AND DEATH: BIOETHICAL DECISION-MAKING 11-13
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and neonatology. We have everything you can imagine to ensure
that life begins happily and appropriately. Yet, we have done
precious little about the end of life. We do have hospice, and
hospice care, but even that is not supported in the fashion that it
13
should.
What the American Medical Association is saying is that the
time has come for us, as a profession, to address the needs of our
patients at the end of their lives in a meaningful, aggressive
manner. How do we plan to do this? Well, we started a program
that will train the vast majority of physicians in this country in
appropriate end of life care. 1 4 We will do this by conducting a
series of courses that invite physicians, starting with the leaders
of American medicine from all over the country to central locations. 1 5 They will be given several days of instruction concerning
aggressive palliative care.
Specifically, they will learn the
proper way to help patients create advanced directives so that
their wishes can be followed as to when to pull the plug, cease
artificial nutrition and hydration, etc. Also, they will be trained
in how to teach other doctors. The objective is to train cohort after cohort and hope that those cohorts then return to their own
communities and train others. The medical education community will be involved in making sure that new doctors are given
(1983) (discussing both medical and technological advances at early stages of life and
what ethical considerations are raised by such advances); see also Tina Sajjanhar, Key
Developments of the Year in Pediatrics,PRACTITIONER, June 1, 1997, at 329, available in
1997 WL 12600834 (reviewing improvements in neonatal care); Cindy Schreuder, City
Infant Deaths Fall, But Still High, CHI. TRIB., July 17, 1997, at 1, available in 1997 WL
3568729 (attributing Chicago's record low level of infant death to increase in technology).
13 See Richard E. Coleson, The Glucksberg and Quill Amicus CuriaeBriefs: Verbatim
Arguments Opposing Assisted Suicide, 13 ISSUES L. & MED. 3, 14 (1997) (recognizing
benefits of hospice care to both patient and families through counseling and support);
Stephanie Graboyes-Russo, Too Costly to Live: The Moral Hazards of a Decision in
Washington v. Glucksberg and Vacco v. Quill, 51 U. MIAMI L. REV. 907, 916 (1997)
(emphasizing recent direction of healthcare reform toward compassionate end of life care
diminishes support for physician-assisted suicide); John B. Oldershaw et al., Persistent
Vegetative State: Medical, Ethical, Religious, Economic and Legal Perspectives, 1 DEPAUL
J. HEALTHCARE L. 495, 509 (1997) (noting importance of contemporary hospice movement
to Catholics facing painful terminal illness).
14 See J. Randall Curtis & Gordon D. Rebenfeld, Aggressive Medical Care at the End:
Does Capitated Reimbursement Encourage the Right to Care for the Wrong Reason?,
278(12) JAMA 1025 (1997) (discussing problems of improving end of life care through directives and education); see also Gail Kinsey Hill & Mark O'Keefe, Measure 51: DoctorAssisted Suicide Repeal, OREGONIAN, Nov. 2, 1997 (discussing Oregon's move to improve
end of life before allowing physician-assisted suicide).
15 See NHR: Medicine Gets Serious about Patient-Centered Care, US NEWSWIRE,
Mar. 24, 1998 available in (reporting AMA conference provided information to medical
educators enabling them to incorporate into their medical school curriculum study of
end-of-life care).
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appropriate training in aggressive palliative care and how to
take advantage of helping patients create advance directives.
This is not an easy task, particularly if the doctor was never
trained to help a patient create an advanced directive. That can
be corrected, though, with education. It is our objective, over the
course of the next five years, to continue to train cohort after cohort in this fashion.
We believe it is possible for people to have the same focus and
attention and compassion exhibited at the end of life as is exhibited at the beginning of life. We also feel that this is the way our
profession should respond to the needs of its patients, not by
taking their lives. We believe it is far more preferable than
simply saying: "Take these two tablets and don't call me in the
morning, because you won't be here."
Compassion, in our view, lies in caring, not in killing. It is
true that even stars eventually die. But it is not for us to pull
them from the sky before their time. Rather, let us focus our efforts on gently guiding their dissent, adhering to the same principles and showing the same compassion and the same concern
that they enjoyed in their brightest days.
All of us, just like those stars, will die eventually. But the
value of the human spirit must continue to be respected and
must live on.

